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Steve Young, Administrator
Yellowstone Group Home #3 Hoopes
560 West Sunnyside

Idaho Falls, ID 83402

RE: Yellowstone Group Home #3 Hoopes, Provider #13G065

Dear Mr. Young:

This is to advise you of the findings of the Medicaid/Licensure survey of Yellowstone Group
Home #3 Hoopes, which was conducted on January 13, 2014,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,

S. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
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being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
February 4, 2014, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www.icfmr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from,

This request must be received by February 4, 2014, If a request for informal dispute resolution is
received after February 4, 2014, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,
(oo, /%/// %f
MICHAEL CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Cate Non-Long Term Care
MC/pmt

Enclosures
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Hoopes Plan of Correction
Survey January 13, 2014

W214

The Hoopes Horne will ensure the comprehensive functional assessment identifies the
client’s specific developmental and behayioral management needs.

The comprehensive functional assessments, to include the PBSP for all individuals will
be reviewed and additional information Included In the documents, in addition,
implementation or updates wili be madeito the programming based on the
comprehensive functional assesstment.

The positive bahavier support plans are currently being reviewed and new tracking
sheets implomented. in addition, staff are being trained on these changes and the
implamentation of this programming,

Person Responsibia: QIDP/program supervisor, Behavior Speciaiist, and City Director.
Monitor: Quarterly a review of all comprehensive functional assessments will be
completed by an in-house peer review. Program objectives will be reviewed to ensure
they reflect the individual’s current functioning level and need. The corporate QA will
ensure that this is being done. Annually the Treatment Tear will review the
comprehensive functional assessment in their Interdisciplinary Team Meeting.
Objectives for Programming will be determined based on the cornprehensive functional
assessment. Will be completed by 3/23/14.

W283. The Hoopes Home will ensure individual program plans and PBSPs state cear
specific objectivas necessary 1o meet the client’s needs, as identified by the
comprehensive assessment.

Allindividual program plans and PBSPs will be reviewed 10 provide staff necessary
instructions

Person Responsible: QIDP, Frogram Supervisor, and City Director

Monitor: Monthly QIDP and Program Supervisar will review all program objectives and
individual program plans to ensure the objective necessary to meet their needls ara
ihcorporated into the individual's plans. Quarterly review of the individual’s plans will
be completed by the facllities in-house QA The corporate QA will do audits to ensure
the reviews are completed and documented. Annual or as need the Treatment Team
will review the individual’s plans. Will be completed by 3/23/14

W312

The Hoopes Home will ansure drugs used to control inappropriate behavior will be used
only as an Integral part of the client’s Individual program plan that is directed specifically
towards the reduction of an eventual elimination of the behaviors for which the drugs
are ernployed.
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All medication reduction plans will be reviewed ar implemented to ensure they
accurately reflect and define the eriteria for reduction.

Dara collection documents will be implemented or reviewed 1o ensure accurate
information based on the individuals plan is baing collected.

Alt individual program plans will ba reviewed to ensure objectives related to each
diagnosis with a medication to contro! Inappropriate behavior are implemerted.
Person Responsible: Program Supervisor/ QIDP, LPN, and City Director

Manitor: Monthly the QIDP wiil review all individual program plans and documentation
related to the number of incidents for medications used to eontrol inapprop-iate
behaviors. These will be cross referenced monthly with the medication reduction plans.
Quarterly or as needed a review of medication reduction plans will be reviewed by the
LPN. Will be completed by 3/23/14

W334

The Part time LPN assigned to do the quarterly assessments will divide the number of
residents into 4 week periods of time and nursing assessments will be done on a weekly
basis within quarterly ronth, Example: 40 residents = 10 assessments done prer week
this will make the werk load maore feasible and trackable. The full time nurse will review
and complete a portion of the monthly natrative hursing notes based on assessment
info, This would be a double check. All 2ssesements will be glven to the full time LPN
Barb when completed. Will be completed by 3/23/14.

MIM187 = Refer to W31z
MVI729 - Refer to W289

MM730 — Refer to W214
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